A survey of 408 patients undergoing minor gynaecological procedures was undertaken to determine the optimal pattern of postoperative observation and feeding in the general surgical ward setting. Sixty per cent of all complications occurred within the first two hours after return to the ward. The rest were all of a visible nature, not requiring vital sign recording for detection. Oral intake was tolerated as soon as patients were conscious and co-operative. It is concluded that routine observations need not be recordedfor more than two hours after return to the ward after minor gynaecological surgery.
cannot be supervised as closely as in a daysurgery unit, we felt that there was probably an unnecessarily prolonged period of observation and fasting (often against the patients' wishes), hindering the earlier discharge that would have occurred in a day-surgery unit. 2 This was an inefficient use of nursing time and caused patient delay in hospital.
We proposed to conduct a review comparing various patterns of postoperative observation and feeding in the gynaecological wards and the timing and nature of postoperative complications encountered. Approximately 5000 minor gynaecology operations suitable for day-surgery are performed each year at the Royal Women's Hospital. METHODS Four hundred and eight patients attending hospital for short stay gynaecology procedures were allocated to one of four ward areas (A, B, C, D) by admission staff depending on the unit caring for the patient.
In each of the four ward areas (A, B, C, D), a different pattern of postoperative observation and feeding was used (Tables 1 a, 1 b).
Observation duration was between 1.5 and 4 hours with intervals ranging from 0.5 to 1 hour. Patients received nourishment (tea, coffee or orange juice) in various periods, from return to ward to a period of up to four hours after return to ward. In all cases, registered nurses decided when to commence nourishment. The patients were fit apart from the gynaecological complaints, and their ages ranged from 15 to 85 years. A wide variety of gynaecological surgery was performed during this study ( Table 2 ). The study was approved by the medical staff of the Hospital's Division of Gynaecology.
The anaesthetic technique was at the discretion of the individual anaesthetist. Premedication ranged from nothing to oral temazepam or intramuscular narcotic given one hour preoperatively. Anaesthesia was usually induced with thiopentone and maintained with nitrous oxide and oxy~en and volatile agents (halothane or enflurane). If intubation was necessary, alcuronium was generally given for muscle relaxation. Reversal was achieved with the use of atropine and neostigmine. Extubation occurred in the operating theatres before transfer to the recovery area. Most patients spent between ten and twenty minutes in the recovery area before transfer to the gynaecology ward areas where observation of the intermediate recovery phase occurred.
In ward areas, use was made of a questionnaire to note aspects of preoperative status, e.g. age, weight and blood pressure, theatre suite events, e.g. operation, intubation and time in recovery, and postoperative outcome. The latter section outlined commencement of oral intake and postoperative complications requiring intervention, treatment or notification of resident medical officer (see Table 3 ). The complications listed in Table 3 were documented by nursing staff only if intervention in the form of general nursing care, medication or if notification of a medical officer was required.
There were no rigid guidelines laid down for what constituted the complications as noted in Table 3 (excepting bradycardia). Any intervention required was left to the discretion of the nursing staff of the gynaecology division. If intervention was required, the time between return to the ward and the complication arising was noted.
Finally, the questionnaire asked whether the last set of routine observations recorded before discharge (these may have been the last set of postoperative observations or the last set of routine observations taken before discharge on the day of operation or the day after) were 'largely similar to those taken on return to the ward from the recovery area'.
All data were collected, then coded and processed with the aid of a Hewlett Packard 
RESULTS
There was a significant difference in age across study groups. The age distribution is noted in Figure 1 .
The number of patients above or below 75 kg in each of the four groups did not differ significantly ( Table 4) .
As with age, the groups differed as to the types of surgery performed. This could not entirely be avoided, due to differing surgical units being allocated specific wards for their patients. Age difference was not considered relevant to this study.
Complications
Although there were differences in the numbers of patients in the four groups, there were not statistical differences in the number of complications reported for each group. Of 408 patients, 107 suffered one or more complications requiring intervention -i.e. 26.2 per cent of patients overall. Specifically:
18 in Group A -18.37% complication rate 27 in Group B -26.21 % complication rate 35 in Group C -31.53% complication rate 27 in Group D-28.13% complication rate Of the operation subgroups dilatation and curettage with laparoscopy appears to have the greatest percentage of postoperative sequelae -49.66%. This is followed by 'other' -31.25%; dilatation and curettage-23.57% and termination of pregnancy 19.1 % ( 
Onset of complications
The time of onset of complications after return to the ward was assessed (see Table 6 ). Sixty per cent of all complications occurred within two hours after the patient's return to ward. Nausea and vomiting, abdominal pain and headache, were the only complications suffered by patients after two hours.
Commencement of fluids postoperatively
Another of the major functions of the study was to determine when best to commence oral intake, and whether this had any effect on nausea and vomiting.
Fluids were commenced in each study area at different times after return to the ward (see Table I b) . Adherence with these times of fluid intake is shown in Table 7 .
Forty-one patients were reported to have suffered nausea and vomiting. Of these:
22 cases preceded intake, 15 cases followed intake, 4 occurred ill the same period as oral intake. Of 408 patients only 20 were not able to take fluids within four hours. That was 4.9% of the study population. The incidence of nausea and vomiting in the four study groups was:
Group A -6.1% Group B -14.5% Group C -7.2% Group D -10.4% DISCUSSION This prospective comparison of postoperative regimens in gynaecology wards at the Royal Women's Hospital, Melbourne has demonstrated that a review of postoperative observation of patients undergoing minor gynaecological surgery is necessary.
There is a high incidence of postoperative sequelae in this series, but approximately 60% of complications found in the study groups occurred within two hours. The majority of these problems were abdominal pain, nausea and vomiting and other complications of a 'visible nature', e.g. wound ooze, headache and shivering although the incidence of this was very low, as opposed to other studies. 3 It is the responsibility of nursing staff to ensure that these patient problems are acted upon. Diligent visual observation and communication with the patient is necessary. Vital sign observation is equally important. However, it is questionable whether this should be continued for an extended period.
In this study, vital sign observation revealed few postoperative sequelae. Patients with hypotension, hypertension and tachycardia comprised fewer than 8.4% of all complications (or 2.2% of all patients in the study). None of these occurred after two hours. While these complications may have resulted in excessive drowsiness postoperatively, this was reported on nine occasions only (8.4% of complications).
Age of the patient. Age of the patient did not influence postoperative intake, nor the incidence of complications. For those over 51 years (37 patients), dilatation and curettage TABLE 7 Percentage of patients able to tolerate oral intake, according to time intake was offered after return to ward was most often performed. The complication rate was 16.6%. For those under 20 years, the most commonly performed procedures were termination of pregnancy and dilatation curettage. The complication rate was 21.6% and similar to that for the general population whose complication rates were 19.1 % and 23.6% for these two procedures respectively.
Postoperative intake for both of these age groups was better than for most, with 83.4% of those over 51 and 78.4% of those under 20 years taking fluids within the recommended intake periods for each study group.
Postoperative fluid intake. The majority of the women in this study were able to take fluids postoperatively in the periods allocated. In doing so, only a small number (15) suffered nausea and vomiting after the intake. This may have been an effect of the anaesthetic agents used, but in any case represents only 3.7% of the total population in the study. This contradicts other findings 4 -6 and must indicate that a period of fasting after surgery represents a needless burden on the patient. It is stressed though, that nursing staff must be competent in their ability to assess whether or not a patient is fit enough to commence fluids postoperatively. It is not necessary that the patient satisfactorily complete a postbox toy test 7 nor a period of fasting to be able to take food and fluids. It is necessary that the patient can open her eyes, respond to verbal commands and sit up in bed unaided.
Observation. In 83% of cases, the first set of observations taken after return to the ward were largely similar to those observations last taken before discharge. Is there a need for postoperative observation?
Clearly to assess the 'invisible' complications associated with the patient's recovery, it is necessary to observe the routine of taking vital signs for some period of time postoperatively. This should be no longer than two hours.
The frequency of observation can be debated. Forty-four per cent of complications occurred within an hour, so there must be regular observation in this period.
Over the next hour a further 16% of problems arose. Is this enough to justify regular observation over that next hour? Common sense dictates yes. It is suggested Anaesthesia and Intensive Care. Vo/. 15. No. 3. August. 1987 then that observations be recorded on return to ward, then for each half hour for the first hour, then at the end of the second hour. It is, of course, necessary to further observe those patients in whom there is any cause for concern. It is also necessary, as stated previously, to communicate with other patients whose observations are satisfactory but who may require analgesia or some other form of intervention.
In conclusion the patient who has undergone minor gynaecological surgery is at risk. However, if her vital signs are recorded over a two-hour period (this being extended if necessary) and nursing staff are attuned to watch for any visible sequelae, the postoperative period will be safe. Oral fluids may be commenced as soon as the patient is able to follow commands.
Allocation of the health dollar requires efficient use of resources. At the Royal Women's Hospital, Melbourne, the postoperative care of patients undergoing minor gynaecological surgery can be modified to reduce nursing attendance and to allow earlier discharge from hospital. This suggests that many of these procedures can be performed in a day-surgery.unit.
